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Background: Despite a wealth of evidence showing that behavioural family intervention is an effective 
intervention for parents of children with behavioural and emotional problems, little attention has been given to 
the relationship between parents functioning at work and their capacity to manage parenting and other home 
responsibilities. This study evaluated the effects of a group version of the Triple-P Positive Parenting Program 
(WPTP) designed specifically for delivery in the workplace. 
Method: Participants were 42 general and academic staff from a major metropolitan university who were 
reporting difficulties managing home and work responsibilities and behavioural difficulties with their children. 
Participants were randomly assigned to WPTP, or to a waitlist control (WL) condition. 
Results: Following intervention, parents in WPTP reported significantly lower levels of disruptive child 
behaviour, dysfunctional parenting practices, and higher levels of parental self-efficacy in managing both home 
and work responsibilities, than parents in the WL condition. These short-term improvements were maintained at 
4-months follow-up. There were also additional improvements in reported levels of work stress and parental 
distress at follow-up in the WPTP group compared to post-intervention. 
Conclusions: Implications for the development of ‘family-friendly’ work environments and the prevention of 
child behaviour problems are discussed. 





 As demographic trends change, there is increased participation of parents in the workforce (with greater 
numbers of working single-parent and dual-earner families). For example, in 1998, of Australian two-parent 
families with dependent children, 88% of males and 61% of females were employed, while among sole parents, 
56% of males and 41% of females were employed (National Council of Women of Australia [NCWA], 1999). 
Consequently, new challenges are being faced by parents blending work and family responsibilities. With 
working parents, primarily women, still having to be responsible for childcare and household duties in addition 
to their job demands, it is inevitable that family problems enter the workforce. This may occur through several 
mechanisms, such as decreased work satisfaction and commitment, increased stress levels, absenteeism, burnout 
and turnover. The potential impact is significant and may lead to greater cost outlays and less revenue, due to 
days lost, replacement and retraining, and generally lowered productivity. Implications for employees include 
potential onset of poor physical and mental health. To avoid these aversive outcomes, organisations need to 
incorporate policies and strategies to foster a better family-work interface into their workplace, and support their 
staff to undertake family-work programs. Improved family support policies may yield benefits for organisations 
in such areas as employee performance, morale and retention, and may facilitate employees’ ability to handle 
family matters and enhance their work performance (Crouter, 1984; Williams & Alliger, 1994). 
There is consistent evidence showing a link between work and family functioning with parents reporting 
greater work-related stress being more likely to engage in ineffective parenting practices (e.g. Repetti & Wood, 
1997), experience child behaviour difficulties, and have couple relationship difficulties (e.g. Barling & 
MacEwen, 1992). 
Of the studies that focus on the interference of family life on work, most have concentrated on the negative 
effects of home to work spillover (Crouter, 1984; Kirchmeyer, 1992) and the effects of conflicting work and 
home demands (e.g. Williams & Alliger, 1994) on work outcomes, such as turnover (Cohen, 1997), lack of 
commitment, dissatisfaction (Kirchmeyer, 1992; Rice, Frone, & McFarlin, 1992), poor work performance, and 
work-related withdrawal (MacEwen & Barling, 1994). This research also shows that mothers of younger 
children are more likely to report higher levels of spillover and role conflict than fathers, or mothers with 
children over 12 years (e.g. Crouter, 1984). Crouter (1984) defines spillover as a process whereby feelings of 
frustration, anger or disappointment at home lead to greater irritability, impatience, impaired attention span and 
lower energy levels at work. Similarly, inter-role or work/non-work conflict occurs when demands in one role 
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are incompatible with the demands of another role (MacEwen & Barling, 1994). This research suggests that 
family and parenting demands can affect job outcomes indirectly via family-work conflict. 
A recent survey (Sanders et al., 1999) of 1218 Queensland parents found that 63% reported that parenting was 
very demanding and 25% stated it was stressful. High levels of parenting stress are associated with parental 
reports of disruptive behaviour difficulties. 
Lazarus and Folkman's (1984) stress and coping model provides a framework to clarify the relationship 
between stressful events (i.e. disruptive child behaviour at high-risk transition times such as getting ready for 
work) and work outcomes such as job satisfaction. This relationship may be influenced by an individual's 
coping resources (e.g. perceived levels of partner/social support and parental self-efficacy beliefs) and by the 
ways in which the individual copes with the demands of the stressor (i.e. parents’ disciplinary practices as well 
as general strategies for coping with stress). In this model, excessive parenting demands (defined as conflictual 
parent-child interactions), disruptive child behaviour, dysfunctional parenting practices (excessive over-
reactivity, laxness or verbosity) and maladaptive general coping strategies (e.g. tendency to avoid conflict) serve 
as potential risk factors for poor work functioning. Alternatively, mothers’ perceived levels of social support 
from significant others, maternal self-efficacy beliefs, adaptive parenting practices and positive coping strategies 
(e.g. planful problem solving) operate as protective factors. 
The implementation of a comprehensive workplace parenting and family support strategy has the potential to 
decrease psychological problems of parents at work, decrease their use of inadequate or dysfunctional parenting 
practices, and decrease maladaptive coping strategies. Specific parenting strategies that are likely to assist 
parents juggle the family-work transitions include increasing their use of positive pre-emptive parenting 
practices, for example, anticipation, advanced planning, selection of engaging activities for children at high-risk 
times and positive attending skills (Sanders & Dadds, 1982). Furthermore, it is predicted that parental stress will 
be reduced by increasing parental self-efficacy and adaptive coping practices (e.g. family problem solving 
skills). Worksite based delivery of parenting programs will enhance cost-effectiveness, reach and convenience 
for parents, and strengthen the links between working parents and their workplace in an effort to promote 
‘family-friendly’ work practices. 
Behavioural Family Intervention (BFI), based on social learning principles, is a parenting intervention with a 
strong empirical base for reducing behaviour problems in young children and preventing the development of 
severe conduct problems in at-risk children (e.g. Patterson, 1982; Webster-Stratton, 1997). In addition, BFI has 
been shown to improve parents’ mood, which has the potential to increase involvement and performance at 
work (Kelly, 1995). BFI has also been shown to reduce levels of parental conflict (Dadds, Schwartz, & Sanders, 
1987), depression and stress (Webster-Stratton, 1994), and increase parental efficacy and sense of competence 
(Connell, Sanders, & Markie-Dadds, 1997; Wells, Griest, & Forehand, 1980). 
As family conflict can impact on the well-being of the workforce, it is hypothesised that an evidence-based 
parenting intervention specifically tailored to the needs of the workforce would be beneficial for staff morale 
and productivity, and hence the workplace. While some employers have been slow to recognise the complex 
needs of their employees, others, particularly larger corporations, have adopted family responsive programs 
(Kelly, 1995). Policy initiatives include flexi-time, job sharing, parental leave and child-care support. While 
these family-work programs provide instrumental support and family-friendly working conditions, to our 
knowledge few have provided parents with specific support, information and skills training in how to juggle 
home and work responsibilities. This study aims to fill this gap by implementing a workplace-based parenting 
support strategy. 
The current research aims to expand knowledge in the area of the impact of family demands on work 
functioning in working parents, and to extend the BFI research to investigate the effectiveness of work-place 
interventions on family functioning. It is predicted that due to role spill-over from home to work, participating 
parents will experience improvements in work functioning as a result of BFI. 
Specifically, the research will compare the impact of Work-Place Triple P on child, parent and work variables 
for an intervention group (WPTP) and a waitlist control (WL). It is hypothesised that compared to the WL 
group, WPTP parents will: 1) Experience lower levels of disruptive child behaviour; 2) Display lower levels of 
dysfunctional parenting practices and better parental adjustment; 3) Experience less work-related stress; 4) 
Show greater work commitment and job satisfaction; 5) Show higher levels of parental self-efficacy in both 
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home and work responsibilities; and 6) That all short-term effects associated with WPTP at post-intervention 
will be maintained from post-intervention to follow-up. 
Method 
Participants 
Participants in the study were drawn from academic and general staff at the University of Queensland, a large 
metropolitan University in Brisbane, Australia. An initial e-mail was sent out to all University of Queensland 
staff through Personnel Services at the university, and interested participants contacted the project office by 
phone or e-mail, and a phone-screening interview was then conducted. In order to be included in the study, the 
participant needed to have a child aged between 2 and 9 years, with behavioural problems in the clinical range 
of intensity as measured by the Strengths and Difficulties Questionnaire (Goodman, 1997). The parent also had 
to be experiencing a significant level of distress in juggling the demands of work and home. Further eligibility 
criteria included being employed for at least 20 hours per week. Eligible subjects were randomly assigned to one 
of two conditions, intervention group or waitlist control. Sixty-eight people responded to the recruitment e-mail. 
Of these, 45 met eligibility criteria and were allocated to groups. 
Table 1 contains a summary of the sample's demographic characteristics. The final sample included 42 
participants whose ages ranged from 27 to 46 years. The vast majority of participants were married (80%) and 
had received tertiary education (90%). The subjects worked an average of 35.43 hours per week, mainly in 
general staff positions at the university (68%). The age of the target child ranged from 2.3 to 8.8 years and most 
families contained two children. 
Table 1. Sample characteristics      
 WPTP  WL  
Variable  Mean  SD  Mean  SD  
Parent age in years  37.25  5.26  39.57  3.91 
Number of working hours  36.22  12.13  34.64  7.53 
Child age in years  5.93  2.19  5.67  2.24 
Number of children  1.74  0.56  2.50  0.90 
 N  %  N  % 
Marital status     
Married  14  74%  11  92% 
Divorced  1   0  
Separated  3  2%  1  8% 
De Facto  1   0  
Education level     
Year 10  0   0  
Year 12  0   1  1% 
TAFE  2  1%  0  
Tertiary  16  99%  11  99% 
Type of employment     
General  13  32%  8  67% 
Academic  6  68%  4  33% 
Income     
$0-19 999  0   0  
$20 000–34 999  0   0  
$35 000–49 999  4  22%  0  
$50 000–64 999  12  67%  6  60% 
$65 000+  2  11%  4  40% 
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Measures 
The Strengths and Difficulties Questionnaire (SDQ; Goodman, 1997) is a 25-item behavioural screening 
questionnaire measuring parents’ perceptions of pro-social and difficult behaviours in children aged 3 to 16 
years. Five scales are computed by summing the five items for each scale (emotional problems, conduct 
problems, inattention/hyperactivity problems, peer problems and pro-social behaviour). Scores from the SDQ 
have been found to discriminate well between low- and high- risk samples (Goodman & Scott, 1999). The SDQ 
also correlates with the Achenbach Child Behavior Checklist. 
Eyberg Child Behaviour Inventory (ECBI; Eyberg & Ross, 1978) is a 36-item measure of parental perceptions 
of disruptive behaviour in children aged 2 to 16 years. It includes a measure of the frequency of disruptive 
behaviours (Intensity scale), which is rated on a 7-point Likert scale. It also includes a measure of the number of 
disruptive behaviours that parents perceive as problematic (Problem scale). It has satisfactory reliability (test-
retest reliability r = 0.86) and validity, and is sensitive to the effects of intervention to allow monitoring over 
time (Robinson, Eyberg, & Ross, 1980). 
Depression-Anxiety-Stress Scale 21 (DASS21; Lovibond & Lovibond, 1995) is a 21-item questionnaire 
assessing symptoms of depression, anxiety and stress in adults. Factor analytic studies of the DASS have 
revealed high reliability (depression = 0.91, anxiety = 0.81 and stress = 0.89), as well as good discriminant and 
concurrent validity (Lovibond & Lovibond, 1995). The total DASS21 score was used as a measure of parental 
adjustment. 
Parenting Scale (PS; Arnold et al., 1993) is a 30-item questionnaire measuring dysfunctional discipline style 
in parents. Three factors are assessed: laxness (permissive discipline), over-reactivity (authoritarian discipline, 
displays of anger, meanness and irritability), and verbosity (reliance on talking as a discipline strategy). The 
questionnaire has displayed an internal consistency of 0.84 and a test-retest reliability of 0.84 (Arnold et al., 
1993). The total PS score was used as a measure of dysfunctional parenting practices. 
Problem Setting and Behavior Checklist (Sanders & Woolley, 2001) is a 28-item questionnaire assessing 
parent's belief in their self-efficacy in performing common parenting tasks. Parents are required to rate the 
degree of their confidence in performing the specific task on a 0 to 100-point scale (from 0 –‘certain I can't do 
it’, to 100 –‘certain I can do it’). The scale has high internal consistency (α = 0.97) (Sanders & Woolley, 2001). 
Social Support Scale (SSS; Marshall & Barnett, 1993) is an 11-item scale measuring perceived social support 
from friends and family. Items are rated on a 6-point Likert scale. It has strong internal consistency (α = 0.91) 
and reasonable test-retest reliability (r = 0.68) (Marshall & Barnett, 1993). 
Work Stress Measure. A work-related questionnaire was compiled to assess levels of work stress, work 
commitment, job satisfaction and work-related self-efficacy, using subscales from previously published 
measures. The Work Stress Measure was taken from Bun Chan et al.'s (2000) measure of the same name. The 
most highly loaded 18-items from the original 37 (0.65–0.80) were identified by Bun Chan et al. (2000) as a 
suggested revised measure of work stress. The items were rated on an 8-point scale according to the amount of 
stress they provided. Bun Chan et al. (2000) found the scale to have excellent reliability, α = 0.96. 
The Job Satisfaction Measure was taken from the Work and Life Attitudes Survey (Warr, Cook, & Wall, 
1979). This 15-item subscale is designed to assess job satisfaction through the areas of intrinsic and extrinsic job 
satisfaction, working conditions and employee relations satisfaction. Items are rated on an 8-point scale. Warr et 
al. (1979) found alphas ranging from 0.85–0.88 for the subscale. 
Work Commitment Questionnaire (Cohen, 1993) is a 32-item measure using an 8-point Likert scale to rate 
agreement with statements about different aspects of work for four commitment objects: organisation, 
occupation, union, and job. It includes three subscales: Identification (adoption as one's own goals and the goals 
and values of the commitment objects), Affiliation (feelings of belonging to the commitment objects), and 
Moral Involvement (internalisation of the roles of commitment objects). Due to many of the participants not 
belonging to a union, a mean score based on the number of commitment objects rated was used. Cohen (1993) 
found reliabilities ranging from 0.86 to 0.92. 
Child and Adolescent Mental Health (2003) 8 (4): 161-169 doi.org/10.1111/1475-3588.00066 
Work-related Self-efficacy was assessed by a 10-item scale. Participants rated their feeling of confidence in 
dealing with specific work-related situations such as working to deadlines and asking for feedback on a 0 to 
100-point scale. The internal consistency reliability of α = 0.79 was found for this measure. 
Measure of Treatment Integrity 
To ensure consistency in the treatment approach, the first author and a co-therapist conducted all Group Triple 
P sessions. Both group facilitators were Masters level psychologists who were accredited Triple P providers. 
Group Triple P is a manualised therapy, further ensuring treatment integrity (Turner, Markie-Dadds, & Sanders, 
1998). Protocol adherence checklists were completed at the end of each session by both therapists and indicated 
that therapists covered 100% of the material specified for each session. 
Design 
The study was a randomised group design with two conditions, Work-Place Triple P (WPTP) and a waitlist 
control (WL). Assessment occurred at pre- and post- intervention and for the WPTP group, at 4-month follow-
up. The effects of the intervention were measured by a number of questionnaires assessing child 
behaviour, parenting abilities and adjustment and work-related variables. 
Procedure 
Upon the participants contacting the project, an initial screening was conducted to confirm that both the 
parent and their child fulfilled the selection criteria for the study. If eligible, the participant received a pre-
intervention package of questionnaires. Upon the return of these, a letter randomly assigning them to either the 
intervention or waitlist control group was sent. 
Work Place Triple P Group (WPTP) 
Families received four group sessions of parent training (2-hours duration each). Upon completion of the 
group sessions, participants received four individual telephone consultations (15–30 minutes duration each). 
Parents also received a copy of Every parent's group workbook (Markie-Dadds, Turner, & Sanders, 1997) 
containing the key learning principles of the program and exercises to be completed both in-session and between 
sessions. The program involved teaching parents 17 core positive parenting and child management strategies. 
Ten of the strategies are designed to promote children's competence and development (e.g. praise; engaging 
activities; incidental teaching) and seven strategies are designed to help parents manage misbehaviour (e.g. 
setting rules; logical consequences; quiet-time; time-out). In addition, parents were taught a planned activities 
routine to enhance the generalisation and maintenance of parenting skills. Planned Activities Training involved 
teaching parents how to anticipate and prepare for high-risk times where children would be tired or bored and to 
plan age-appropriate activities for these times along the lines described by Sanders and Dadds (1982). Key 
transition times such as getting ready for work and arrival home from work were specifically targeted as 
important times for planned activities routines. Consequently, parents were taught to apply parenting skills to a 
broad range of target behaviours in both home and community settings with the target child and all relevant 
siblings. Parents learned to set and monitor goals for behaviour change and to enhance their skills in observing 
their child's and their own behaviour. Active training methods such as video modelling, rehearsal, practice, 
feedback and goal setting were used to teach specific parenting skills throughout the program (Turner et al., 
1998). Interventions were completed over an 8-week period. The 17 core parenting skills and child 
competencies promoted in Workplace Triple P are contained in Table 2. At the conclusion of the intervention, 
the assessment questionnaire was sent to participants and again at the 4-month follow-up. 
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Table 3. Short-term effects: pre-and post-test mean scores, standard deviations and univariate analysis of covariance 
(ANCOVA). Results for child, parent and work variables 
 WPTP WL   
 Pre Post Pre Post ANCOVA 
 M SD M SD M SD M SD F(1,27) Sig. 
ECBI intensity  125.63a  20.83  99.88b  22.39  135.81a  32.67  126.09a  28.11  5.76  0.02*  
ECBI problem  11.89a  5.70  5.69b  6.71  17.00a  7.57  12.91a  5.49  4.25  0.05*  
Parental adjustment  14.79  6.72  9.69  6.30  19.56  7.40  13.00  6.94  0.58  0.45  
Parenting practices  3.43a  0.53  2.85b  0.57  3.50a  0.48  3.33a  0.55  7.40  0.01**  
Social support  51.32  6.25  55.53  5.64  51.94  5.77  57.81  17.67  0.37  0.55  
PSBC home efficacy  68.39a  12.43  83.80b  11.75  69.27a  12.88  70.10a  12.32  11.62  0.00**  
PSBC work efficacy  72.92a  11.28  81.16b  12.27  66.75a  14.99  68.36a  10.59  11.30  0.00**  
Work stress  62.58  21.05  54.11  37.61  57.44  28.20  60.45  25.24  0.67  0.42  
Work commitment  38.80  8.16  38.87  5.03  38.34  10.00  37.79  5.89  0.28  0.60  
Job satisfaction  53.00  10.08  55.40  8.99  51.00  10.68  53.27  9.52  0.09  0.77  
Note: PSBC ¼ Problem Setting & Behaviour Checklist. 
*p < 0.05; **p < 0.01; ***p < 0.001; Means in a row with subscripts differ significantly at p < 0.01.  
Waitlist Control Group (WL) 
Eight-weeks after completing the pre-intervention questionnaires, the WL group completed another 
questionnaire package. At this time the group was offered Work-Place Triple P intervention in a modified 
weekend workshop format. The content of the workshop was identical to the first four sessions of the WPTP 
group intervention, and following its completion four weeks of individual phone consultations were given. 
Results 
Preliminary analyses 
In order to examine the comparability of participants in the two conditions, a series of univariate analyses of 
variance (ANOVAs) and chi-squares were conducted on all demographic and outcome measures. The groups 
were significantly different on one pre measure, ECBI problem score, such that the WPTP group reported fewer 
disruptive behaviours (M = 11.89, SD = 5.60, WL M = 17.00, SD = 7.57). For this reason analysis of covariance 
(ANCOVA) was used, with the pre-score on each dependent variable used as a covariate. 
Attrition 
Twenty-three participants were assigned to the treatment condition. Nineteen (83%) completed all 8 weeks of 
intervention and post-treatment measures were received from 16 (84%) of the attendees. The control group was 
initially assigned 22 participants. Pre-test measures were received from 16 participants (73%) of the original 
group, and post-testing measures from 11 participants (69%). To examine the possibility of differential attrition 
across conditions, participants who completed the post-assessment were compared with those who did not. A 
series of 2 (WPTP v. WL) × 2 (completer vs. non-completer) ANOVAS were performed across all measures at 
pre-intervention. No significant completer X condition interactions were found, indicating that the attriters in 
each group were not significantly different from non-attriters on any of the child, parent or work variables. 
Statistical analyses 
Intervention effects were analysed using univariate analysis of covariance (ANCOVAs) with post-
intervention scores entered as the dependent variables and pre-scores entered as the covariate. 
Short-term effects 
Child variables.Table 3 contains the means and standard deviations for child variables at pre- and post- 
intervention as well as univariate F values and t statistics. Significant group differences were found in terms of 
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both the intensity of child problem behaviour (ECBI Intensity; F[1,27] = 5.76, p = 0.02) and the number of 
behaviours reported as problematic (ECBI Problem; F[1,27] = 4.35, p = 0.05). Post hoc comparisons revealed 
that the WPTP group showed significantly less intensity of child problem behaviour and rated fewer child 
behaviours as problematic at post-intervention as compared with pre-intervention. No significant difference was 
found for the WL group. 
Parent variables.Table 3 also contains the means and standard deviations for parent variables at pre- and post- 
intervention as well as univariate F values and t statistics. There was no significant difference between groups at 
post-intervention on the parental adjustment variable, F (1,27) = 0.58, p = 0.45. There was, however, a 
significantly lower level of dysfunctional parenting practices at post-intervention for the WPTP group as 
compared to the WL group, F (1,27) = 7.40, p = 0.01. There were no significant differences between groups in 
levels of social support, F(1,27) = 0.37, p = 0.55. 
There were highly significant group differences in participants’ ratings of their confidence in dealing with 
their child's behaviour (PSBC home efficacy; F(1,27) = 11.62, p = 0.00). Parents’ ratings of their confidence in 
dealing with their child's behaviours improved significantly for the WPTP group. 
Work variables 
Table 3 contains the means and standard deviations for work variables at pre- and post- intervention as well 
as univariate F values and t statistics. At post-intervention, there were no significant group differences in levels 
of work stress (F[1,27] = 0.67, p = 0.42), job satisfaction (F[1,27] = 0.09, p = 0.77), or work commitment 
(F[1,27] = 0.28, p = 0.60). 
However, WPTP participants’ reported significantly higher levels of confidence in dealing with work-
related situations (PSBC work efficacy; F(1,27) = 11.30, p = 0.001). For the WPTP group, these efficacy ratings 
improved significantly from pre- to post-intervention, while there was no significant change for the WL group. 
Clinical significance of change in children's problem behaviour 
The criteria used to assess the clinical significance of change was the reliable change index (Jacobson & 
Truax, 1991), as well as the normative comparison approach advocated by Kendall et al. (1999). Table 4 
displays the clinical significance of pre- and post-scores on the ECBI Intensity and Problem scales based on 
normative data (Eyberg & Ross, 1978), as well as an assessment of the reliability of change from pre- to post-
intervention. 
Of the WPTP group, 7 (44%) participants were in the clinical range at pre-intervention on both measures of 
child behaviour, with a further 5 (29%) being clinically elevated on one measure of the ECBI. In the WL group 
6 (55%) participants were clinically elevated on two measures, with 4 (36%) in the clinical range on only one 
measure. Of those in the clinically elevated range at pre-intervention, 100% of the WPTP group was within the 
normal range on both measures of child behaviour at post-intervention. In the WL group, only 40% of those 
previously elevated achieved normalcy. This difference was statistically significant,  = 12.29, p < 0.005, 
such that the WPTP group was more likely to be associated with movement from a clinical level to a non-
clinical level on at least one measure of child behaviour. 
Seventy-five percent of the WPTP group and 45% of the WL group achieved reliable change on both 
measures. One hundred percent of the WPTP group and 73% of the WL group achieved reliable change on at 
least one measure. The interaction between reliable change and group was highly significant,  = 18.46, 
p < 0.005, such that the WPTP group was more likely to achieve reliable change on a measure of child 
behaviour. 
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Table 4. Clinical significance of change in children’s problem behaviour from pre to post-
intervention 
Condition  Case number  ECBI intensity  ECBI problem  
WPTP  1  NCR  NN  
 2  CNR  NNR  
 3  NN  NNR  
 4  NNR  NNR  
 5  CNR  NNR  
 6  CNR  CN  
 7  NNR  CNR  
 8  CNR  CCR  
 9  NNR  CN  
 10  CC  NN  
 11  CNR  CNR  
 12  CNR  CNR  
 13  CNR  CNR  
 14  NNR  NNR  
 15  CNR  CNR  
 16  CNR  CNR  
WLC  17  CNR  CNR  
 18  CNR  CNR  
 19  NN  CC  
 20  CCR  CCR  
 21  NN  NCR  
 22  NNR  CC  
 23  CN  CC  
 24  CNR  NCR  
 25  CCR  CC  
 26  NN  CC  
 27  CCR  CCR  
Note: CC – clinical range pre and post, NN – non-clinical range pre and post, CN-clinical 
range pre and non-clinical range post, NC – non-clinical range pre and clinical range post, 
R – reliable change. 
Long-term effects 
In order to check for differential attrition within the intervention group, those participants who completed the 
4-month follow-up assessment were compared to those who did not. No significant differences between attriters 
and non-attriters were found on pre- or post-intervention measures. 
Assessment of long-term changes was conducted using t-tests on the follow-up data from the intervention 
group (see Table 5) comparing both pre- and post-intervention scores with follow-up scores. Table 5 contains 
the means and standard deviations for the pre-intervention, post-intervention and follow-up data for the eight 
participants from whom 4-month data were received. The changes in both intensity (t = −0.54, p = 0.61) and 
number of disruptive child behaviours regarded as problematic was (t = −1.41, p = 0.21) maintained across time. 
The improvement in dysfunctional parenting practices found at post-intervention was maintained and 
exceeded at follow-up, t = −2.81, p = 0.03. Although this group was not significantly associated with parental 
adjustment at post-intervention, the follow-up data shows that those in the WPTP group did significantly 
improve in adjustment from pre-intervention to follow-up, t = 3.29, p = 0.01. The higher levels of parenting self-
efficacy found at post-intervention were maintained at follow-up, t = −1.02, p = 0.35. 
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Improved work efficacy was maintained from post-intervention to follow-up, t = −1.38, p = 0.22. 
Interestingly, although there were no significant group differences in levels of work stress at post-intervention, 
by follow-up participants were experiencing significantly less work stress than at pre-intervention, t = 2.75, 
p = 0.03. 
Discussion 
The present findings provide partial support for the study's main hypotheses. Specifically, WPTP was 
successful in reducing both the intensity and number of disruptive child behaviours, confirming hypothesis 1, 
and these changes were maintained through to follow-up assessment, confirming hypothesis 6. These findings 
support previous work demonstrating the efficacy of BFI with children of preschool and primary school age 
(e.g. Hawkins, Von Cleve, & Catalano, 1991; Webster-Stratton, 1990). This study also confirms previous 
research using Triple P as a form of BFI (Sanders & McFarland, 2000; Sanders et al., 2000). 
 
Table 5. Means and standard deviations for WPTP condition at follow-up  
 Pre  Post  Follow-up 
 Mean SD  Mean SD  Mean SD 
ECBI intensity  123.88  16.19  109.86a 26.32  109.50a  38.05 
ECBI problem  9.88  4.26  5.14a 3.78  6.75a  3.54 
Parental adjustment  15.63  6.86  11.00a 6.27  6.00a  3.78 
Parenting practices  95.00  13.11  75.29a 19.98  61.75b  16.93 
Social support  49.13  7.75  55.43a 7.09  49.13a  10.68 
PSBC home efficacy  65.20  12.98  82.02a 8.01  80.40a  13.28 
PSBC work efficacy  67.06  12.27  80.43a 14.68  85.91a  8.94 
Work stress  62.25  21.29  43.00a 21.41  35.50a  12.65 
Work commitment  37.72  10.17  39.51a 5.53  41.76a  7.84 
Job satisfaction  53.75  10.47  53.29a 7.57  54.25a  9.62 
Note: PSBC ¼ Problem Setting & Behaviour Checklist. Means in a row with different subscripts differ significantly 
at p < 0.05.  
This study showed that WPTP successfully reduced levels of dysfunctional parenting practices, confirming 
hypothesis 2 and supporting previous work in the BFI area (Connell et al., 1997; McMahon, 1994; Sanders et 
al., 2000). Parents who participated in WPTP moved from being within the clinical range for dysfunctional 
parenting practices, such as displays of anger and irritability, to being in the non-clinical range after intervention 
and showing even further improvement at follow-up (Arnold et al., 1993). 
Contrary to hypothesis 2, parental adjustment did not significantly improve at post-intervention. As the 
sample was within the normal range on the DASS (Lovibond & Lovibond, 1995) this, in part, may explain the 
initial lack of significant reduction in levels of parental depression, anxiety and stress. Previous studies that have 
shown the effectiveness of Triple-P in improving parental adjustment have focused on parents with severe mood 
disturbance (Sanders & McFarland, 2000). Interestingly, a significant impact upon parental adjustment was 
achieved in the long-term, indicating that parents may need time to implement and practise new parenting 
strategies before their flow-on benefits are fully realised. 
Two different aspects of self-efficacy were shown to be improved through the introduction of WPTP. After 
intervention, parents rated their sense of confidence in performing tasks as higher in both the home and work 
environment, with the improvement in both areas being maintained over time. This is an important finding on 
two fronts. Firstly, high self-efficacy has been found to act as a protective influence against depression (Cutrona 
& Troutman, 1986) and stress (Jerusalem & Schwarzer, 1992). The Triple-P intervention used in the current 
study did not contain specific modules on stress management or emotional regulation. However, the improved 
self-efficacy reported by parents in both the home and work environment has promising implications for the 
prevention of stress related difficulties. 
The second important implication of the link between WPTP and improved self-efficacy relates to the work 
environment. This finding is an important indicator of the spill-over between family and work life. The scarcity 
of research on this topic means the current study was, in some regards, of an exploratory nature. It has been 
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shown that parenting skills training has an effect on levels of self-efficacy at home, but more importantly also at 
work. Bandura (1997) has argued that task level self-efficacy (that measured in the current study) is the most 
predictive of performance, as specific self-efficacy beliefs guide a person's behaviour and influence how well 
activities are performed. It is, therefore, possible that improvements in levels of self-efficacy in the work 
environment were associated with improved work performance. However, this finding requires further 
substantiation using work performance measures. 
Of the work variables hypothesised to undergo change in the current study two were supported. Levels of 
social support, work commitment and job satisfaction were unchanged by the implementation of WPTP. Levels 
of work stress, while showing a downward trend, were not significantly altered by the introduction of the 
intervention. However, at follow-up, parents in the WPTP group were showing significantly lower levels of 
stress in the workplace. The reason for the delayed impact upon work stress levels may be related to self-
efficacy. That high self-efficacy can function as a buffer against stress levels has already been discussed 
(Jerusalem & Schwarzer, 1992). Anecdotally, participants reported that they required time to make changes in 
the workplace in line with their increased confidence, such as negotiating for more flexible working hours and 
delegating tasks. The benefits of these changes, while not apparent in the short-term, had a long-term impact on 
work stress levels. 
The current study's findings generalisability is restricted by several limitations. The higher attrition rate in the 
waitlist control meant the study's sample size was reduced. However, despite this limitation, this is the first 
randomly controlled trial to use a work-site BFI to investigate child, parent and work variables. The results of 
this study may have an impact on the future of BFI research. It has been shown that a work-site intervention can 
impact upon child and parent variables, and on work variables as well. This was achieved through the use of a 
parenting intervention alone. The theoretical framework of BFI dictates recognition of the wider social context 
in which the family operates. WPTP offers this, and future research may also choose to investigate the benefit of 
including modules on stress management and emotional regulation for those with elevated levels of parenting or 
work distress. 
In this era of economic rationalism, combined with a growing recognition of the role of the family, WPTP 
may be a tool to bridge the gap between psychological problems in the home and work environment. Its 
potential influence in terms of both improved psychological well-being and increased productivity is enormous. 
There are several ways WPTP could be implemented in the workplace, depending on the type of organisation 
or industry involved. WPTP could be delivered as part of a suite of evidence-based Employee Assistance 
Programs (EAP) funded by employers to promote ‘family friendly’ workplaces. Clinical or educational 
psychologists and other mental health providers with specific training in the delivery of Triple P could be 
engaged to provide such programs on a contractual basis as either private providers or as part of the 
responsibilities of the health and education sectors. The family mental health needs of employees of services or 
organisations that directly serve children, such as the child care workers, teachers, health or welfare 
professionals are particularly likely to benefit from programs that enable staff to balance their own work and 
family responsibilities. 
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